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THE DRUG ABUSE WARNING NET-
WORK (DAWN) is a large-scale
data-collecting system sponsored
jointly by the National Institute on
Drug Abuse, Department of Health,
Education, and Welfare, and the
Drug Enforcement Administration,
Department of Justice. The pur-
poses of the project, as formally
stated (la), are to provide for:

1. Identification of drugs currently
abused and/or associated with harm to
the individual and society.

D Tearsheet requests to Dr. Philip
H. Person, Chief, Forecasting
Branch, Division of Resource De-
velopment, National Institute an
Drug Abuse, Rockwall Bldg., Rm.
618, 11400 Rockville Pike, Rock-
ville, Md. 20852.

2. The determination of existing pat-
terns of drug abuse in 29 SMSAs
(Standard Metropolitan Statistical
Areas) and national monitoring of
abuse trends, including detection of new
abuse entities and new combinations.

3. Provision of current data for the
assessment of the relative hazards to
health, both physiological and psycho-
logical, and relative abuse potential for
substances in human experience.

4. Provision of data needed for rational
control and scheduling of drugs of
abuse, both old and new.

The DAWN project was con-
ceived originally by the Drug En-
forcement Administration as "the
hub of a total early warning system
incorporating other types of intelli-
gence data" (2a). After DAWN's
inception in September 1972, the
Special Action Office for Drug
Abuse Prevention in the Executive

Office of the President became in-
terested in the project, and joint
funding was arranged for the sec-
ond phase, beginnnig in April 1973.
Subsequently, the National Institute
on Drug Abuse assumed the funding
role of the Special Action Office,
with the plan that the DAWN proj-
ect serve the data needs of both
these agencies, as well as the Drug
Enforcement Administration.
Data are reported to DAWN on

episodes of drug abuse by four
types of facilities (lb) : emergency
rooms in non-Federal short-term
general hospitals (as defined by the
American Hospital Association), in-
patient units of these hospitals,
offices of medical examiners or cor-
oners, and crisis intervention centers.
The terms used in the project

were defined as follows (1c):
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1. Drug abuse was defined as the non-
medical use of a substance for any of
the following reasons: psychic effect,
dependence, or self destructon. For
purposes of this definition, non-medical
use means:

a. The use of prescription drugs in
a manner inconsistent with accepted
medical practice.

b. The use of OTC (over-the-coun-
ter) drugs contrary to approved label-
ing.

c. The use of any other substance
(heroin, marijuana, peyote, glue, aero-
sols, etc.) .
2. A drug-related death was defined as:

a. Any death involving a drug 'over-
dose' where a toxic level is found or
suspected.

b. Any death where the drug usage
is a contributory factor, but not the
sole cause, i.e., accidents, diseased state,
withdrawal syndrome, etc.

The original DAWN plan re-
quired the use of 64 sets of facilities
in 38 cities to represent the 13 Drug
Enforcement Administration re-
gional areas in the United States. A
facility set included a general hos-
pital, a medical examiner, and a
crisis center. The hospitals were
selected according to a random de-
sign; the medical examiners were
covered 100 percent; and the crisis
centers were purposively chosen
from existing partial lists of the cen-
ters (2b).
The coverage was changed for

the second phase of the project,
which began in April 1973 (Id).
The new plan called for 100 percent
coverage for medical examiners
(MEs) in 23 cities, 100 percent cov-
erage for hospital emergency rooms
(ERs) in 20 of the 23 cities and
sampling in the other 3, continua-
tion of reporting from the selected
inpatient units and crisis centers in
the 23 cities from the first phase of
the project, and continuation of the
original limited coverage in 6 more
cities. Reporting was discontinued
in the remainder of the original 38
cities. To provide ER and ME data
that could be projected nationwide,
a national panel (a stratified
random sample outside the 23
cities) was created (le).

Cities were defined as SMSAs as
specified for the 1970 U.S. Census
of Population (3). The 23 SMSAs

included in the second phase of the
project were:

Atlanta
Boston
Buffalo
Chicago
Cleveland
Dallas
Denver
Detroit
Indianapolis
Los Angeles
Miami
Minneapolis

New Orleans
New York
Oklahoma City
Omaha
Philadelphia
Phoenix
Raleigh
San Antonio
San Francisco
Seattle
Washington, D.C.

One hundred percent coverage of
ERs was attempted in all of these
SMSAs except Chicago, Los Ange-
les, and New York, where random
samples were drawn. The inpatient
units were located in hospitals
where the ER was already in the
system, and the crisis centers were
in the same cities (If).
The data collected in the DAWN

system are based on episodes. Infor-
mation is reported about the cir-
cumstances of the episode and the
drug, or drugs, associated with it.
As many as six drugs or substances
can be mentioned for each episode.
In addition, information is given
about the person involved, but the
person is never identified by name
to the DAWN system. Hence, since
persons are not identified and since
data are reported by several facili-
ties in the same city, it is possible,
even likely, that persons appear
more than once in the DAWN sys-
tem. Indeed, a person could be re-
ported more than once within the
same facility.
The meaning of episode is differ-

ent for each type of facility. Al-
though the episodes are all within
the definition of a drug abuse crisis
or drug-related death, the nature of
the facility has much to do with the
character of the episode. An ER
episode is a drug emergency that
appears to require immediate medi-
cal intervention. An inpatient unit
episode may be a detoxification
treatment, or it may be continued
emergency treatment, since an emer-
gency room episode may lead to an
inpatient admission. An ME episode
is a drug-related death, perhaps the

outcome of an unresolved drug
emergency. Crisis center episodes
are a mixture of outpatient treat-
ment visits, "hotline" telephone
calls, and walk-in, self-perceived
crises that may or may not be as
urgent as emergency room episodes.

Data-Collecting Process
The entire DAWN data-collecting
system is operated on contract by
IMS America, Ltd., Ambler, Pa. A
member of the firm's field staff re-
cruits the necessary facilities and
trains the DAWN reporters. The
objective, of course, is for all re-
porters to use the same definitions
and procedures. All diagnostic de-
cisions are expected to be made by
appropriate medical staff.
The episode reports are com-

pleted and sent to the contractor.
Data editors then review each re-
port, query for missing data, and
maintain at least monthly contact
by telephone with each of their
assigned facilities. When the forms
have passed the first processing
stage, they are coded and key-
punched. Throughout the subse-
quent handling of the data, addi-
tional checks are made by many
computer edits, resulting in a high
degree of error control in the data-
pncessing system.

Population at Risk
Any population-of an SMSA for
example-comprises several classes
of persons with respect to drug use,
as shown in figure 1. The numbers
in each group are unknown, and the
lines between the groups are not al-
ways sharp. Of the total population,
represented by area A, some portion
is included in area B because they
have used some drug or substance in
a way defined as drug abuse. This
group includes all experimenters,
self-medicators, and self-prescribers,
as well as heavy users and addicts.
Area C includes persons whose

use of drugs is becoming heavier or
more frequent. These persons are
becoming more and more psycho-
logically dependent on drugs and
may be developing a physiological
addiction. They also will be getting
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Figure 1. Drug use in a population

into trouble because of their drug
use, although they probably will not
recognize it or admit it. The num-
ber of people in area C is certainly
smaller than the number in area B,
but it is probably larger than might
be generally expected because of the
denial symptom associated with
drug dependency or addiction, espe-
cially in the early stages.

Area D includes persons whose
drug use has brought about a readi-
ness for treatment, and area E rep-
resents those who are actually in
treatment. A person may be in one
of these groups because he has
reached a point at which he feels
that physically, mentally, and emo-
tionally he has no choice but to
seek treatment; that is, he has hit
"bottom," so to speak. Others who
have not reached this "bottom"
stage, however, are also in these
groups, because they have been
forced into treatment by an outside
authority, such as parents, a spouse,
an employer, the school, or the law.

Thus, these groups are not as
homogeneous as they might appear.
The final category, area F, com-
prises persons who have been treated
but are no longer in treatment.
Although theoretically DAWN

could not draw from area A, figure
1 allows for such an event because
of problems in applying the defini-
tion of drug abuse. The population
represented in the DAWN system
thus includes a wide range of drug
users: fully addicted heroin users,
experimenters with LSD or other
drugs, dependent barbiturate users,
tranquilizer users who, knowingly or
not, potentiate the drug with alco-
'hol or other sedatives, and users of
self-prescribed medications.

Uses of DAWN Data
The episode reports collected by
DAWN provide data that have in-
trinsic meaning. In an SMSA in
which emergency rooms are covered
100 percent, for example, the ER
data may be considered descriptive

of the drug emergencies that oc-
curred in that SMSA. Thus, there
can be little doubt about the "face
validity" of these data. DAWN data
are also considered useful as indi-
cators of drug abuse, and herein lies
a difficult problem of definition.
The problem is really twofold, one
part having to do with the concept
of an indicator and the other in-
volving the definition of the entity
the indicator is assumed to measure.

Concept of indicator. Use of the
term "indicator" seems to have
arisen from its meaning as a dial or
gauge that portrays the actual
state of an entity, such as an ele-
vator location dial or a barometer.
This concept has been broadened in
its application to the characteristics
of human populations. Figure '2
shows three conditions in which ob-
servations are sometimes called in-
dicators. The third condition, R3, is
the one of interest here.
The unmeasurable entity R8 is
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drug abuse in a human population.
It could be measured precisely if a
set of symptoms could be agreed
upon and each person, or a repre-
sentative sample of the population,
could be observed, queried, or ex-
amined sufficiently to establish the
presence or absence of the symp-
toms. Agreement on symptoms and
confirmation of them in a popula-
tion sample appear impossible at
present. Therefore, the entity R3 is
considered unmeasurable as a prac-
tical matter. However, a real entity
called "drug-abusing people in a
given population" does exist, and
the size of this group and of its vari-
ous parts and the increases or de-
creases in the size over time are of
concern.

Since direct measurements of
drug abuse do not exist, measures
are used that are generally ac-
cepted as indicative of whether the
problem is increasing or decreasing,
even though they are not used as
measures of absolute size. Changes
in such indicators are believed to
correspond directly to changes in
the problem, and confidence is
gained in their validity when sev-
eral indicators are consistent.

DAWN data as indicators. DAWN
provides such indicators of drug
abuse. Data obtained by counting
and characterizing the episodes oc-
curring in emergency rooms, for ex-
ample, may be taken as indicative
of whether drug abuse is decreasing
or increasing in a particular area
or population group, on the assump-
tion that the episodes occur to peo-
ple who would be identified as drug
abusers and that the occurrence of
the episodes is directly related to
the extent of drug use in the pop;-
lation. It will take further method-
ological work, however, to establish
a quantitative relationship which
would allow a statement such as:
one ER episode multiplied by in-
flation factor equals x drug-abusing
persons in the population.

Despite limitations, the DAWN
data do allow certain valuable anal-
yses and can provide certain hypoth-
eses. It seems reasonable to believe,

Figure 2. Indicator logic

Measurable entity R,

RA /

A, B, and C (part of the measurable
entity Rj) may be considered indica-
tors of RI They could be validated by
measuring R,. This concept underlies
sampling theory. (ABC) could be es-
tablished as a composite index of R1.

Measurable entity R2

/2

B
A

A and B, though not part of the meas-
urable entity R2, are highly correlated
with it, and the correlation could be
validated by actually measuring R2
and relating it to A and B.

Unmeasurable entity R3

AE

A, B C, D, E, and F can be taken as indicators of the real but unmeasurable
entity R3. They cannot be validated since R3 cannot be measured. To the extent
that they can be related theoretically and logically to R3, greater or lesser confi-
dence can be placed in their descriptive ability. The extent to which they corre-
late with each other also affects confidence in them as valid indicators of the
unmeasurable reality. NOTE: The unmeasurableness of R3 may represent only a
practical limit, not a logically impossible one.

for example, that as the level of a
drug changes, the number of ER
episodes related to that drug will re-
flect at least the direction, if not the
amount, of change. It also seems
likely that if drug strength is related
to the drug emergency, a change in
strength would be reflected by a cor-
responding shift in ER or ME epi-
sodes. Of course, there are con-
founding factors such as the toxicity
of diluents used to cut such drugs as
heroin, cocaine, and marijuana.
ER and ME data do not deal well

with certain other aspects of drug
use. They do not, for example, indi-
cate whether a decrease in one drug
is the result of a shift to another
drug. Nor do the episode reports
necessarily reveal the presence or

absence of addiction or dependency,
particularly when there are no
readily identifiable signs of these
states.

Care in interpretation is also re-
quired in analyzing episodes in
which several drugs are mentioned.
One cannot extrapolate from multi-
ple-drug mentions in ER or ME
episodes to drug-use patterns in the
changing, progressive development
of drug dependence. Although drug
combinations do occur with predict-
ability, projecting a longitudinal de-
velopment from a cross-section view
is risky.
The DAWN data from inpatient

units and crisis centers have these
same limitations, plus other prob-
lems of interpretation as well. To
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simplify the discussion, the remain-
der of this paper is therefore con-
fined to considerations of ER and
ME data.

Episodes and drug mentions. The
DAWN data can be expressed for
each SMSA or nationally in terms
of either episodes or drug mentions.
An episode is a drug-related death,
for an ME, or a visit to an ER. A
drug mention is the report of a drug
associated with an episode. If four
drugs were reported for one episode,
for instance, four drug mentions
would be reported. Use of the epi-
sode as the counting unit poses a
difficult classification problem for
cases in which two or more drugs are
mentioned. Therefore, the drug
mention is used as the counting unit
for most of the data tabulations. The
data indicate that the average num-
ber of drug mentions per episode is
1.4 for ERs and 1.5 for MEs (If).

Typical Analyses
The drug-mention data are most
useful for drug-specific analyses. An
example of such data is presented in
table 1. Percentage distributions of
these data show that heroin ac-
counted for 10.5 percent of the drug
mentions in SMSA 1, but for only
6.6 percent in SMSA 2. For tran-
quilizers, the percentages were 1.9.5
in SMSA 1 and 21.9 in SMSA 2.
That is, heroin mentions were pro-
portionally more frequent in SMSA
1 than in SMSA 2, but the relative
frequencies for tranquilizers were
nearly the same. These data, how-
ever, cannot be taken to mean that
heroin is a greater problem in
SMSA 1 than in SMSA 2 or that
tranquilizers are an equal problem
because they do not take into ac-
count the size of the population in
these two SMSAs.
An extension of the relative fre-

quency measure is illustrated in fig-
ures 3 and 4. The large panels show
two data series for each SMSA: all
drug mentions reported by ERs and
the sum of the mentions for selected
drug categories. As an analytical de-
vice, consider that the area under
the lines labeled "Sum of selected

Table 1. Number of mentions reported by emergency rooms for selected drug
categories in two SMSAs, July 1973-September 1974

Drug categories SMSA 1 SMSA 2

All mentions ......... ................. -17,055 7,583

Heroin ...................................... 1,794 497
Methadone . ................................. 400 219
Cocaine .................................... 132 31
Amphetamines ............ .................. 235 173

Barbiturates ................. 855 1,028
Tranquilizers ................................ 3,331 1,659
Alcohol in combination ....................... 1,369 726
Methaqualone ............................... 203 143

Marijuana .................. 327 71
Hashish .................................... 1,076 57
LSD ........................................ 216 199
PCP ........................................ 272 28

D-propoxyphene .......... ................... 347 157
Aspirin ..................................... 789 328

All other .................................... 3,567 1,805
Drug unknown ............. .................. 2,142 462

Figure 3. Number of mentions reported by emergency rooms, all drugs and
selected drug categories, SMSA 1, by month, July 1973-September 1974

20

Methaqualone

ax

.° 800
--
c0

0

600

mE Sum of
z selected drug

20C

Mariiuana

40C

20

September-October 1976, Vol. 91, No. 5 3f9



Figure 4. Number of mentions reported by emergency rooms, all drugs and
selected drug categories, SMSA 2, by month, July 1973-September 1974
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drug categories" is 100 percent.
Then the smaller panels show two
features: a time series for each drug
category and the relative proportion
of the total over time accounted for
by the drug category. These two
features can be compared between
SMSAs, but, again, the severity of
a particular drug problem cannot be
compared because the data are not
adjusted for population size.
The analysis for the two SMSAs

suggests that the number of drug
emergencies is increasing in SMSA
1 and that the number is stable in
SMSA 2 but the type of drug is
variable. In SMSA 1, the drug
groups that contribute the most to
the total are heroin (rising), tran-
quilizers (falling), and barbiturates,
alcohol in combination with another
drug, hashish, and aspirin (all
stable). In SMSA 2, the drugs that
contribute the most to the total are
heroin and tranquilizers (both
rising slightly) and barbiturates and
alcohol in combination (both more
or less stable). However, no adjust-
ments were made in these data for
variations in completeness of report-

ing; hence, monthly changes could
be attributable to large hospitals
entering or leaving the system. Al-
though the DAWN plan called for
inclusion of all ERs in an SMSA,
this objective was in fact never at-
tained. Striking increases or de-
creases in drug mentions should
therefore be viewed in relation to
the completeness of reporting, a
feature planned for reports of
DAWN data (4).

Relative frequency statistics may
signify the need for attention to a
particular locale. For comparisons
between SMSAs, however, it is bet-
ter to relate the data to the size of

the population. Such a ratio gives a
measure of the severity of the prob-
lem in terms of how much of the
population is affected. Thus, to de-
termine whether or not heroin is a

greater problem in SMSA 1 than in
SMSA 2 or whether tranquilizers
constitute equal problems in the two
SMSAs, ratios of drug mentions to
population may be calculated, as
shown in table 2. The ratios for
heroin mentions indicate that heroin
is a greater problem in SMSA 1, as
did the frequency data. The ratios
for tranquilizers, on the other hand,
suggest that these drugs are also a
greater problem in SMSA 1, rather
than an equal problem as indicated
by the analysis of proportions.

Analysis of multiple-drug men-
tions presents a more difficult prob-
lem, since there are two possible
counting units, drug mentions and
episodes. However, some patterns
may be identified by the type of
presentation shown in figure 5.
When mentioned in combination
with other drugs, methadone was
most frequently reported in combi-
nation with another single drug:
heroin, alcohol, or barbiturates.
The project's title, "Drug Abuse

Warning Network," implies that
data from the system are to be used
to alert someone to some potential
event. As a practical matter, it
w,ould seem that a particular emer-
gency room would become aware of
shifts in drug-use patterns in its own
community very quickly and reports
from a large data-collecting system
such as DAWN would be far too
late to be useful. Thus, the "early
warning" for an individual facility
may appropriately come from the

Table 2. Ratio of drug mentions to population in two SMSAs

Heroin Tranquilizers

Number ot Ratio per Number o Ratio perArea Population mentions 100,000 mentions 100,000
population population

SMSA 1 .......... 4,200,000 1,794 42.7 3,331 79.3
SMSA 2 .......... 2,754,000 497 18.0 1,659 60.2
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data collected by that facility rather
than from a report pmvided by
DAWN. However, DAWN data
may suggest a trend or indicate a de-
veloping problem that would not
otherwise be observed, especially if
there is no regular communication
between emergency rooms in a com-
munity. For example, the data given
in figure 3 suggest a definite in-
crease in heroin mentions and a
slight increase in methadone for
SMSA 1. Just as important, they
also indicate that tranquilizers and
methaqualone are declining. No
startling trends are apparent in fig-
ure 4 for SMSA 2, but the slight
shifts for heroin and LSD might
bear watching. Such shifts do no)t
necessarily mean increasing or de-
creasing "drug problems," but they
are events to be examined.

Statistical Limtiations
Some statistical limitations of the
DAWN data have been noted in

connection with the uses of the data.
This section provides a more com-
plete description of the limitations
and their implications.

Coverage plan. DAWN was in-
tended as a data system with several
types of coverage, as previously de-
scribed. Although it includes a
random sample of ERs and MEs
drawn from outside the selected
SMSAs, the data cannot be pushed
too far in making statements about
the nationwide increase or decrease
of drug use, abuse, addiction, de-
pendency, or the "drug problem."
Furthermore, the real interest is
centered on data for specific
SMSAs, since drug-use patterns ap-
pear to be peculiar to localities.
Thus, as a practical matter, the
DAWN data may be used most ad-
vantageously for specific SMSAs.

Level of reporting. All ERs in 20
SMSAs were to be covered in
DAWN, but for various reasons the

coverage has been somewhat less
than 100 percent. Overall coverage
was 89 percent, with a variation
from 66 to 100 percent among the
SMSAs. In all but 2 SMSAs at
least 80 percent of the ERs were
included, and in 13 SMSAs 90 per-
cent or more were covered (Ih). A
further complication arises, how-
ever, because some facilities leave
the system and others enter. There-
fore, while the participation rate
may be 88 percent, for example, the
participating group may not always
include the same ERs. The size of
the hospitals leaving or entering the
system may affect the data.
As a crude measure, the ER data

collected by DAWN are certainly
indicative of trends within SMSAs
in drug emergencies for large classes
or groups of drugs, particularly since
the possible ermr introduced by
underreporting works in a conserva-
tive direction. Reports from nonre-
porting ERs would serve only to in-

Figure 5. Percentage distribution of 1,461 episodes of methadone in pombination with other drugs reported by emergency
rooms, July 1973-July 1974
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crease the number of drug mentions.
At worst, incomplete reporting
might indicate a trend or a develop-
ing problem where there actually is
no real change. However, for best
use of the DAWN data, reporting
levels should be specified when
drawing inferences.
As a data system that reveals re-

liably the use of specific drugs or
substances occurring at very low fre-
quencies-say 0.1 to 0.5 percent of
the mentions-the completeness of
coverage becomes of more concern.
To be certain that an event occur-
ring at this level has not been
missed, it is more important to know
about the ERs that failed to report.
Was their size or location such that
their absence from the system could
seriously affect the conclusion that
might be drawn from the reported
data? Even more elusively, do the
missing ERs have policies that might
exclude the type of drug-abuse cases
in question?

Reliability and validity. The ques-
tions of reliability and validity arise
in any data-collecting project. Re-
liability is the characteristic that as-
sures that the same measurement
would be made under the same cir-
cumstances by different observers or
by the same observer twice. Validity
is the characteristic that assures
that the measurement or observa-
tion actually measures what it pur-
ports to measure.

Evaluating reliability in the
DAWN system gives rise to such
questions as:

1. Are all drug-related episodes
in ERs identified?

2. Is appropriate judgment exer-
cised in abstracting data from an
ER record?

3. Would another trained re-
porter fill out the episode report
form the same way?
The best that can be done to ob-

tain reliability is to train the re-
porters carefully, use standardized
definitions and procedures, and
make reasonable checks to assure
that instructions are carried out.

Validity in the DAWN project is
concerned with whether the re-

ported drug was really the one
taken. There may be doubt about a
patient's truthfulness in reporting
the drugs associated with an epi-
sode, and there is no practical way
to verify the patient's statements
other than by medical observation,
the statements of others, or labora-
tory tests. Laboratory tests of body
fluids and tissues are made for
many ME episodes but rarely for
ER episodes. Furthermore, the more
specificity required the more diffi-
cult the validity problem; for ex-
ample, identifying diazepam as a
particular tranquilizer or distin-
guishing phenobarbital from pento-
barbital. It is unlikely that complete
accuracy could be obtained even
with much additional questioning
of the patient and laboratory test-
ing. Therefore, it seems best to
confine statements to those in which
certainty is not required. After all,
since the DAWN project is basically
descriptive, only enough informa-
tion is needed to decide to take
action, or not, or to investigate the
matter further.

Although not a validity factor in
the same sense, the question of the
"validity" of the DAWN data as
indicative of the drug-abuse situa-
tion must also be kept in mind. This
question was discussed previously,
and the considerations need not be
repeated.

Implications. Intra-SMSA analyses
are all subject to the limitations just
mentioned, and their results should
not be extended beyond the data
system's capability. Making inter-
SMSA comparisons requires even
more caution. Comparing percen-
tage distributions is legitimate, but
it does no more than show the rela-
tive frequency of mentions of a par-
ticular drug among the SMSAs.
The number of mentions (or epi-
sodes) must be expressed as a ratio
to the SMSA population for appro-
priate inter-SMSA comparisons of
the severity of a drug problem.

For comparisons of severity, the
first step is to adjust the number of
drug mentions to reflect the entire
area under consideration. Underre-

porting is the main problem here.
In addition, the SMSAs must be
examined for changes in boundaries,
population size, the number of fa-
cilities, and the number that re-
ported data. When the entire
SMSA is considered, internal
changes are not so likely to affect
the data as when a smaller area is
used. An urban renewal project or
a housing development would have
strong effect on the population of a
relatively small area, but a lesser
effect on the entire SMSA popula-
tion. Analysis of SMSA data ought
really to include consideration of
relative exposure to risk in various
parts of the SMSA. Are some hos-
pital ERs more likely than others to
receive certain types of cases? Be-
cause of policy? Or because of the
population served?

These considerations are all im-
portant in presenting and using the
data provided by DAWN. If not ex-
tended too far and if used with the
necessary caveats, DAWN informa-
tion can be helpful in reaching de-
cisions, at least about a given popu-
lation of events. When coupled with
other information, the DAWN data
become even more powerful and the
decisions more firmly grounded.
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